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Abstract
Purpose. To use the University of California Los Angeles Loneliness Scale Version 3 to (a) explore and compare the levels
of loneliness experienced between two groups of older adults (aged 40 years and over) with cerebral palsy, a group who use
natural speech to communicate and a group who use augmentative and alternative communication (AAC) and (b) to test the
reliability of the UCLA Loneliness Scale (Version 3) when used with the older adults with cerebral palsy who use a variety of
communication modes.
Method. The UCLA Loneliness Scale (Version 3) was administered twice to two groups of older participants with cerebral
palsy. Group 1 consisted of 11 participants who used natural speech and Group 2 consisted of nine participants who used
augmentative and alternative communication systems. The scores from the second assessment were used to calculate test
retest reliability.
Results. The mean loneliness scores for the two groups indicated that older people with cerebral palsy experience more
loneliness than older adults without disability. There was no significant difference between the scores of Groups 1 and 2. The
UCLA Loneliness Scale (Version 3) is a reliable tool for use with people who communicate using a variety of communication
modes.
Conclusions. The UCLA Loneliness Scale (Version 3) items are pertinent to participants’ perceived satisfaction with the
quantity and quality of their relationships with others. Policy makers, service providers and the general community have a
responsibility to ensure that older people with cerebral palsy are given the support they need to achieve satisfactory
relationships and thus facilitate a good quality of life as they age.
Keywords: Loneliness, cerebral palsy, augmentative and alternative communication (AAC), UCLA Loneliness Scale
Introduction
Loneliness is a common experience for many older
adults [1 – 6]. The experience of loneliness is not
synonymous with isolation [7,8] but can be attributed
to a lack of meaningful communication with others
[3,9,10]. Yet, despite recognition of the importance of
communication in mitigating against feelings of lone-
liness, little research exists on loneliness and older
adults with lifelong disabilities, including cognitive
and physical disabilities, who have limited or no
functional speech [7,11,12]. In particular, there is
little research that examines loneliness and older
adults with cerebral palsy, a disability that often results
in communication difficulties [13].
Gerontologists define old age by chronological age,
usually 60 or 65 years. However, some people with
cerebral palsy believe that they are ageing prematurely
[14,15]. Therefore, researchers (e.g., [16,17]) have
argued that a younger age than that used for the
general population is appropriate to denote an older
person with cerebral palsy. Bigby and Balandin [18]
noted that it may not be possible to obtain consensus
on when a person with lifelong disability is ‘an older
person’ as definitions of old age should reflect
differences in culture and life expectancy within
and between developing and developed nations. In
the present study, older people with cerebral palsy
were defined as those aged 40 years and over.
Factors contributing to the experience of loneliness
in older adults
According to Fees et al. [3] older adults become
increasingly susceptible to the experience of lone-
liness due to the likelihood of multiple life changes
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and losses as they age. Changes and losses experi-
enced by an older adult include (a) loss of a spouse,
partner or friends [6] (b) an increase in symptoms of
ill health [3,19]; (c) changes in financial income and
employment status [3]; (d) problems with access to
transport [20], (e) dissatisfaction with changed living
arrangements (e.g., moving into a nursing home)
[21] and (f) not having children [22]. According to
Tijhuis et al. [19] older adults without children are
more likely to experience forced relocation into
nursing home care if they suffer a decline in health
than those older adults with children.
Older people with cerebral palsy, including those
who have little or no functional speech and use
augmentative and alternative communication (AAC)
(e.g., letter boards, symbol boards or voice out put
communication aids) have reported losses in all the
areas identified above. They are more likely to move
to institutional care and less likely to marry, form
partnerships, have children or participate in full time
competitive paid employment than the general
community [15]. In addition, the physical and
mental demands of engaging in a conversation using
AAC may result in passive or acquiescent commu-
nication that impacts negatively on relationships and
results in the experience of loneliness and social
isolation [23,24]. This may in part account for older
people who use AAC systems to communicate
perceiving that their communication has a negative
impact on their quality of life [15].
Many older adults with cerebral palsy have never
been employed [25,26]. This lack of employment
means they have had neither the opportunity to
develop work place relationships with others [27],
nor experienced the status and financial benefits of
being a wage earner. Therefore, when all the factors
that contribute to loneliness are taken into account,
older adults with cerebral palsy, including those who
use AAC, may be at greater risk for feeling lonely
than their peers without disability whose experiences
in the community have been different.
Measuring loneliness
It is important to identify those groups of older adults
who are likely to experience levels of loneliness that
are detrimental to their health and well-being. There-
fore, a valid and reliable instrument for measuring
loneliness is critical for the identification of at risk
populationsandthesubsequent evaluationof interven-
tions outcomes [6,28]. There are differing theoretical
approaches to the phenomenon of loneliness [6,28],
resulting in a number of instruments that measure
loneliness in a variety of populations including
children, college students and adults (e.g., [9,28,29]).
One such measurement of loneliness is the
University of California Los Angeles Loneliness
Scale (UCLA) (Version 3) [30]. The UCLA Lone-
liness Scale (Version 3) is a self-reported measure of
social relationship satisfaction and is currently the
most frequently used measurement of loneliness in
research [7]. The scale consists of nine positively
worded and 11 negatively worded items. Positively
worded items (e.g., How often do you feel that you
are ‘in tune’ with the people around you?) are scored
from 1 to 4. A score of 1 is given for Always, 2 for
Sometimes, 3 for Rarely and 4 for Never. These scores
are reversed for negatively worded items (e.g., How
often do you feel left out?). The scores for each of the
20 items on the scale are combined to give a total
loneliness score (TLS). A low total score indicates a
low level of loneliness. The scale is reported to also
have a high reliability, for both test – retest reliability
(r¼ 0.73) and internal consistency (coefficient a
ranging from 0.89 to 0.94) (Russell, 1996).
Using the UCLA Loneliness Scale with populations
of older adults
Considering the known detrimental effects of lone-
liness on the physical and mental health of an older
adult [4], it is important to measure loneliness in
order to develop support and services to prevent
loneliness or intervene effectively. This is particularly
important in light of the predicted high cost loneliness
will have on health care systems [7,31].The UCLA
Loneliness Scale has been used to measure loneliness
of older adults [5,32] including those with physical
health difficulties [8,33], and immigrants [34].
Although the importance of functional commu-
nication in protecting an older adult from the
experience of social isolation and loneliness is well
recognised [35], researchers have yet to investigate
the levels of loneliness among older adults with
lifelong disability and differing levels of communica-
tion ability. In particular, the level of loneliness
among those older adults with cerebral palsy who use
natural speech and those who use AAC is unknown.
It can be argued that it is important to know (a) if this
group of older people have experiences that are
different from other groups given the current focus
on ensuring that older people with disability have
appropriate service provision and intervention in
later life [36] and (b) if the frequently used UCLA
Loneliness Scale (Version 3) is reliable measurement
instrument for older people with cerebral palsy some
of whom use AAC.
The aims of the present study were to use the
University of California Los Angeles Loneliness
Scale (Version 3) to (a) explore and compare the
levels of loneliness experienced between two groups
of older adults (aged 40 years and over) with cerebral
palsy, a group who use natural speech to commu-
nicate and a group who use AAC and (b) to test the
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reliability of the UCLA Loneliness Scale (Version 3)
when used with the older adults with cerebral palsy
who use a variety of communication modes.
Method
Recruitment
Participants were recruited from a non-government
organisation that provides services to individuals
with cerebral palsy. In order to meet the criteria for
inclusion in the study, participants were required to
(a) have cerebral palsy, (b) be aged 40 years or older,
and (c) be able to give informed consent. The senior
speech pathologist at the organisation identified 20
prospective participants who met the study criteria
and invited them to participate by giving them
information about the project. Individuals who
wished to be part of the study contacted the
researchers themselves or through the senior speech
pathologist. Those individuals who wished to parti-
cipate were provided with a written information
sheet about the study. The information sheet
contained an invitation to take part in the study
and described in lay language (1) the purpose of the
study, (2) the structure and duration of the inter-
views, (3) the maintenance of participant confidenti-
ality, (4) the voluntary nature of participation, and
(5) the participant’s right to withdraw from the study
at any time without penalty and to have his/her
information destroyed.
Consent
The consent form included a series of statements
affirming the terms and conditions of the study
outlined in the information sheet. Participants
unable to sign the consent form because of their
physical disability used a stamp to indicate consent in
the presence of a witness or a witness signed for them
in the presence of the researcher.
Before being interviewed, each participant’s ability
to provide informed consent was evaluated through
the administration of a brief questionnaire derived
from Arscott et al.’s [37] method for establishing the
decisional capacity of people with intellectual dis-
abilities to consent to psychological research.
The researcher described the study to each
participant, including information about (1) the
content and implications of the study, (2) the
procedures for ensuring confidentiality, (3) the vol-
untary nature of participation and the ability to
withdraw from the study at any stage without
penalty. The participant was then asked a set of five
questions about the information he/she had received.
The questions required a ‘yes’ or ‘no’ response and
are included in Table I.
Participants
The 20 older adults with cerebral palsy, 10 women
and 10 men, identified by the speech pathologist
participated in the study. All participants were able to
complete the informed consent questionnaire cor-
rectly. Participants were divided into two groups
according to the communication mode they used.
Group 1 consisted of 11 participants who used
natural speech; Group 2 consisted of nine partici-
pants who used AAC. Five of the participants in
Group 2 used a speech-generating device, two used a
spelling board and two participants used a commu-
nication board that incorporated graphic symbols,
photographs and line drawings as their primary
method of communication. Participant ages ranged
from 40 to 69 years. Seventeen of the 20 participants
had a severe physical disability, requiring four or
more hours of daily assistance. Three participants
had a mild to moderate physical disability, requiring
less than 1 h of daily assistance, two of these
participants also had children. One participant was
independent in performing all activities of daily
living. A summary of participants’ background
information is included in Table II.
Instrumentation
The UCLA Loneliness Scale (Version 3) [30], was
used to measure loneliness. In the current study,
modifications were made to the wording of two items
in the scale. Specifically, the term ‘companionship’
was replaced by the synonym ‘company’. Therefore
item 2, ‘How often do you feel that you lack
companionship’ became ‘How often do you feel you
lack company?’ and item 15, ‘How often do you feel
you can find companionship when you want it?’
became ‘How often do you feel you can find company
when you want it?’. A synonym was chosen to replace
the longer word to ensure that the meaning of the
questionnaire item remained unchanged.
Materials
Symbols representing the four response choices to
the questionnaire items (‘always’, ‘sometimes’,
Table I. Questions to ensure informed consent.
Question
Correct
response
Do you have to participate in the study,
‘Loneliness and older adults with cerebral palsy’?
No
Can you pull out of the study at anytime without
penalty?
Yes
Will you be interviewed twice? Yes
Will your name be given out to others? No
Will your answers be kept in a locked office? Yes
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‘rarely’ and ‘never’) were provided for each partici-
pant. This allowed participants the option of using
eye pointing if, due to their physical disability, it was
an easier method of responding. The symbol set
chosen to represent the four different responses of
the scale was a series of line drawn stars together
with the printed response labels as indicated
in Figure 1. The scoring of the symbol set was the
same as for a verbal response.
The response ‘never’ was represented without
stars and only the printed response label. Each
response was presented on an individual card. The
dimensions chosen for the cards and response board
were the same as those used successfully by Balandin
and Johnson [38]. Each response label and symbol
was drawn on a 36 7-cm card that was fixed to the
616 10-cm response board. The four response
cards were spaced equally along the response board
in the left to right order of ‘always’, ‘sometimes’,
‘rarely’ and ‘never’.
Interview procedure
Prior to the administration of UCLA Loneliness
Scale (Version 3), participants were given a
demonstration of how they could select their
responses from the four-point symbol board (e.g.,
verbal, finger/hand selection, eye pointing, assisted
scanning), using the devised trial statement of ‘How
often do you go to the movies?’. To confirm
participants’ understanding and ability to select
responses to the questionnaire items using their
chosen method of responding, three trial items were
presented to the participants following the demon-
stration. The three trial items were (1) ‘How often
do you eat breakfast?’, (2) ‘How often do you go on
holidays?’, and (3) ‘How often do you go to the
dentist?’.
The opportunity to practise selecting a range of
responses ensured participants were able to scan and
select a response across the four-point scale and that
the researcher was able to interpret the participants’
method of responding prior to the implementation of
the scale. Following the trial items, the modified
UCLA Loneliness Scale (Version 3) including
Russell’s [30] prescribed trial of ‘How often do you
feel happy?’ was administered to each participant at a
location of his/her choice.
Testing the reliability of the modified UCLA Loneliness
Scale (Version 3) when used with older adults with
cerebral palsy
Researchers who investigated the test – retest relia-
bility of an adapted loneliness questionnaire among
adults with intellectual disabilities [11] implemented
a 2 – 3-week period between initial and secondary
administrations. In this study, the loneliness scale
was re-administered to each participant 3 – 4 weeks
after the initial interview.
Table II. Summary of participants’ background information.
Participant
no. Gender Age
Communication
system
Employment
Status Accommodation
Hours of daily
assistance Children
Group 1
1 M 45 –49 Verbal Part time, CAS Group home 46 No
2 F 50 – 54 Verbal CAS Rented, alone 4 – 5 No
3 M 55 –59 Verbal Part time, CAS Group home 4 – 5 No
4 F 50 – 54 Verbal Full time Group home 4 – 5 No
5 F 55 – 59 Verbal Part time, CAS Group home 51 No
6 F 40 – 44 Verbal CAS Group home 46 No
7 M 60 –64 Verbal Retired Own home, spouse 51 Yes
8 F 50 – 54 Verbal Retired Own home, spouse 46 Yes
9 F 60 – 64 Verbal Other Own home, alone None
10 F 50 – 54 Verbal AAO Group Home 46
11 F 55 – 59 Verbal AAO Nursing Home 46
Group 2
12 M 40 –44 Spelling Board CAS Group home 46 No
13 M 45 –49 SGD CAS Relative’s home, 46 No
14 M 45 –49 SGD Unemployed Rented, alone 46 No
15 M 45 –49 Spelling Board CAS Group home 4 – 5 No
16 F 40 – 44 Symbol Board CAS Group home 46 No
17 F 50 – 54 SGD CAS Group home 46 No
18 M 55 –59 SGD Retired, CAS Group home 46 No
19 M 40 –44 Symbol Board CAS Nursing Home 46 No
20 M 40 –44 SGD CAS Rented, Alone 4 – 5 No
SGD, speech generating device; Full time/Retired, employed in or retired from subsidised employment in a competitive setting; CAS,
community access service; AAO, attending another option (e.g., senior citizens); Symbol Board, a communication system that incorporates a
variety of graphic symbols (e.g., a COMPICS, line drawings, and photographs) [38].
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Data analysis
The researcher recorded each participant’s responses
to the modified version of Russell’s [30] UCLA
Loneliness Scale (Version 3) verbatim. To ensure
that participant information and questionnaire re-
sponses remained confidential, participants were
given a number when the item scores were entered
into the database.
Comparing the levels of loneliness experienced between
the two groups of older adults with cerebral palsy
In the current study, a Q–Q plot of the participant’s
first TLS suggested a normal distribution, although
outliers were evident (see Figure 2). Therefore,
because the presence of these outliers and the small
and specific nature of the current sample of older
adults, a non-parametric, Wilcoxon t-test was per-
formed to determine if there was a significant
difference between the TLS obtained from the two
participant groups, (1) those using natural speech
and (2) those using AAC to communicate.
Test–retest reliability
Each participant’s loneliness scores from the first and
second interviews were entered into the Statistical
Pack of Social Sciences (SPSS 10.0 for Windows,
1999). To determine the test – retest reliability of the
UCLA Loneliness Scale (Version 3) the agreement
between the repeated measurements was analysed
[39,40].
Results
Only the scores obtained from the first administra-
tion were used when comparing the levels of
loneliness experienced between the two groups of
participants (i.e. those using natural speech and
those using AAC to communicate).
Comparing the levels of loneliness
The TLS of the two participant groups combined
(i.e. those participants using natural speech and
those using AAC to communicate), ranged from 29
to 66 out of a possible score of 80. The mean
loneliness score for all the participants was 44.75.
The TLS of participants who used natural speech
ranged from 31 to 66 with a mean loneliness score of
46.82. The participants using AAC to communicate
had loneliness scores ranging from 30 to 63 with a
mean loneliness score of 42.22. These results
indicate a small non-significant difference (P¼
0.235) in the mean loneliness score for the two
participant groups as indicated in Figure 3.
The mean ratings given to each item of the UCLA
Loneliness Scale (Version 3) by the two participant
groups are provided in Table III. Results indicate
there is some difference in the mean ratings given to
each item by the two participant groups. The
statement ‘How often do you feel left out?’ was rated
highly by those participants using natural speech.
Participants using AAC to communicate rated the
statement ‘How often do you feel alone?’ highly.
Both participant groups gave the statement, ‘How
often do you feel that there are people you can turn
to?’ a low rating. The mean ratings for this statement
were 1.73 for the participant group using natural
speech and 1.67 for the participant group using AAC.
However, it must be remembered that the ratings
given to this item are reversed. For example a rating
of four for this item is reversed and scored as one
([30], p. 23). Similarly, a rating of three for this item
is reversed and scored as two and so on ([30], p. 23).
Therefore, a low mean rating for the statement ‘How
often do you feel there are people you can turn to?’
does not indicate a high level of loneliness but rather
indicates that participants felt that there was someone
they could turn to all or some of the time.
Test–retest reliability
The differences between the first and second total
loneliness scores for each of the 20 participants using
Martin Bland and Altman’s [40] assessment of agree-
ment ranged from 0 to 13, with a mean of 70.4
and a standard deviation of 5.81. The limits of
agreement were represented by the values y¼ 11.21
and y¼7 12.01 (i.e. two standard deviations either
side of the mean). According to Martin Bland and
Altman [40], 95% of the differences must lie
between two standard deviations either side of the
Figure 1. Symbols used to represent the four response choices.
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mean for an instrument to be considered reliable. In
the current study, 19 of the 20 differences calculated
(i.e. 95% of the differences between the first and
second loneliness scores) were found to lie between
the upper (y¼ 11.21) and lower limits of agreement
(y¼7 12.01), indicating that the UCLA Loneliness
Scale (Version 3) is a reliable tool for measuring
loneliness for this group of older adults with cerebral
palsy (see Figure 4).
Furthermore, the intraclass correlation (Indrayan
and Sarmukaddam, 2001) between the first and
second total loneliness scores for all 20 participants
resulted in a calculated intraclass correlation of
rI¼ 0.83. Thus, according to Martin Bland and
Altman’s [40] assessments of agreement and
Indrayan and Sarmukaddam’s (2001) intraclass
correlation, the UCLA Loneliness Scale (Version
3) is a reliable instrument for measuring loneliness
for this group of older adults with cerebral palsy who
used a variety of communication modes.
Discussion
Levels of loneliness experienced by older adults
with and without disability
The results of the present study indicated that the
older adults with cerebral palsy were experiencing
a greater level of loneliness than the older adults
without a disability who participated in previous
loneliness studies [4,32]. In the present study
the mean loneliness score of 44.75 for the two
Figure 2. Distribution of participant’s first TLS.
Figure 3. Side-by-side box plots showing the range and mean TLS of the two participant groups: those participants using natural speech
(1.00); and those using AAC to communicate (2.00).
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participant groups combined, is higher than the
mean score of 32 recorded for older adults without a
disability by Russell and Cutrona [32] or 36.26
recorded by Schultz and More [5]. This is not
surprising, given that older adults with cerebral palsy
experience problems with issues known to be linked
with increased loneliness (e.g., access, mobility,
employment, and maintaining independence)
[14,15]. These problems have a negative impact on
an individual’s ability to meet people, make friends
and maintain relationships [6].
Despite anecdotal reports that the use of AAC
results in decreased social interaction and more
loneliness [23,24], there was no significant differ-
ence in the loneliness scores between those
participants who used natural speech and those
who used AAC.
Factors that may contribute to older adults
with cerebral palsy feeling lonely
Unlike the older adults in previous studies of
loneliness, the majority of older adults with cerebral
palsy in both participant groups lived in a group
home or nursing home. Relocation into a group
residency for an older adult is characterised by
Table III. The mean ratings given to each item of the UCLA Loneliness Scale (Version 3) by the two participant groups.
Item Group 1a Group 2b
1. c*How often do you feel that you are ‘in tune’ with the people around you? 2.27 1.78
2. How often do you feel you lack company? 2.73 2.00
3. How often do you feel that there is no one you can turn to? 2.64 1.44
4. How often do you feel alone? 2.73 2.89
5. *How often do you feel part of a group of friends? 2.18 2.11
6. *How often do you feel that you have a lot in common with the people around you? 2.36 2.22
7. How often do you feel that you are no longer close to anyone? 2.55 2.33
8. How often do you feel that your interests and ideas are not shared by those around you? 2.09 2.00
9. *How often do you feel outgoing and friendly? 1.36 1.78
10. *How often do you feel close to people? 2.00 1.89
11. How often do you feel left out? 3.27 2.44
12. How often do you feel that your relationships with others are not meaningful? 2.82 2.00
13. How often do you feel that no one really knows you well? 2.18 2.67
14. How often do you feel isolated from others? 2.45 2.44
15. *How often do you feel you can find company when you want it? 2.27 1.89
16. *How often do you feel there are people who really understand you? 2.00 1.89
17. How often do you feel shy? 2.00 1.89
18. How often do you feel that people are around you but not with you? 3.00 3.00
19. *How often do you feel that there are people you can talk to? 2.18 1.89
20. *How often do you feel that there are people you can turn to? 1.73 1.67
aGroup 1, participants using natural speech.
bGroup 2, participants using alternative or augmentative communication.
c‘Items that are asterisked should be reversed (i.e., 1¼ 4, 2¼3, 3¼2, 4¼ 1)’ ([30], p. 23).
Figure 4. Distribution of differences between first and second administrations of the UCLA Loneliness Scale (Version 3).
Loneliness and cerebral palsy 475
separation from friends and family and a lack of
access to those social activities that provided main-
tenance of friendships and social networks [2].
Consequently the older adults who participated in
this study may experience a higher level of loneliness
than other older people in the community because of
their living arrangements.
Furthermore, anecdotal reports from two partici-
pants who live within a group home suggested that
inappropriate residential placement of older adults
with cerebral palsy in group homes can lead to an
intense experience of loneliness and social isolation. In
particular, two participants noted during their inter-
view that living in a group home with other residents
with cognitive disabilities was a source of intense
dissatisfaction and strongly contributed to their high
levels of perceived loneliness (i.e. 52 and 54, respec-
tively). Both these participants reported that the
experience of loneliness in their home environment
was a result of not being able to participate in
meaningful communication and thus develop friend-
ships with other residents due to the other residents’
cognitive difficulties. Subsequently, these participants
identified their paid carers as close friends although
the paid staff may not have considered themselves
in a reciprocal friendship [12]. Although it is beyond
the scope of the present study to comment further on
anecdotal information, the relationships between
living arrangements and the experience of loneliness
among older adults with cerebral palsy is clearly an
area that requires further research.
Two participants in Group 2 who use AAC to
communicate lived independently in the community
and recorded a lower level of loneliness than the
older adults living in a group home. Peplau and
Perlman ([10], p. 329) noted that ‘older adults value
privacy and independence and view living alone as an
achievement rather than a sign of isolation and
loneliness’. This may account for these two partici-
pants feeling less lonely than their peers.
All older adults may experience increasing levels of
dependency on others as part of the ageing process.
Older adults with cerebral palsy may have to relocate
into a group residence subsequent to a change in
abilities or the death or incapacity of the relative
who provided care. Placing older adults with
cerebral palsy within a group home may not ensure
a good quality of life or a happy old age.
Government and non-government service providers
have an important role in ensuring that older adults
with cerebral palsy whether they use AAC or not,
are accommodated in a residential environment
conducive to opportunities for meaningful commu-
nication and the development of friendships in order
to mitigate against loneliness.
In addition, older adults with cerebral palsy who
relocate to group or nursing homes from their own
home in the community require adequate social
support to minimize the experience of loneliness and
any subsequent decline in both physical and emo-
tional health contingent upon moving into a group or
nursing home [32]. This support includes ensuring
that staff are trained how to communicate with any
adults who experience communication difficulties or
who have complex communication needs [14,15].
The experience of loneliness for participants
attending a community access centre
For many older adults, withdrawal from the work-
force coincides with a loss of personal identity and
perceived social value. Participants in this study had
never experienced the social value that accompanies
working in competitive employment as full wage
earners. This may account for their higher level of
loneliness than older people without disability.
Retirement may result in reduced contact with
friends, thus leading to social isolation and the
experience of loneliness [20,26]. The participants
who were retired experienced a greater level of
loneliness than the participant in full time employ-
ment. However, this result must be interpreted with
caution as the number of participants included in the
study is small and the participant who was unem-
ployed reported a lower level of loneliness than those
participants attending a community access service.
This is surprising, as the participants attending a
community access service had the constant company
of other adults with cerebral palsy and paid staff.
Results of the present study indicated that
although both participant groups felt that they rarely
lacked company or felt isolated from others, some
participants reported that they felt others were
around them but not with them some of the time.
This may reflect that being part of a specific group
(e.g., people with cerebral palsy attending a com-
munity access service) does not in itself ensure that
participants will be mixing with people that they wish
to consider as friends or with whom they share
common interests [30,41]. Therefore, although
attendance at a service may provide an older adult
with an increased quantity and frequency of contact
with others, this may not always be an antidote to the
experience of loneliness for these particular partici-
pants. According to Cutrona [41] and Russell [30]
the frequency of contact with others does not protect
an older adult from experiencing loneliness. Rather,
it is the quality of this contact and opportunity for
meaningful communication that is likely to mitigate
against an older adult feeling lonely.
Government and non-government organisations
providing non-vocational options for people with
disability are encouraged to ensure that current and
future leisure and recreational activities facilitate the
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development of friendships and social networks. In
addition, service providers, in particular AAC
specialists, must ensure that clients have functional
communication systems so that they can commu-
nicate and interact successfully.
Participation in the work force prior to retirement
age provides an older adult with an important sense
of identification, opportunities for social contact and
support as well as financial benefits [20]. Thus,
employment can help facilitate a good quality of life
for older adults by minimising the experience of
loneliness and social isolation [10]. This is also likely
to be true for older adults with cerebral palsy.
Therefore, it is important that older adults with
cerebral palsy are provided with opportunities to
participate in employment that facilitates the devel-
opment of friendships and social networks. In addi-
tion, support may be necessary (e.g., with transport)
to maintain theses connections after retirement.
In his study of friendships and adults with cognitive
disabilities, McVilly [12] noted that the most fruitful
relationships were those associated with pensioner
clubs and church groups. Similarly, Heller et al. [21]
suggested community-integrated activities facilitated
social communication and thus mitigated against
loneliness. Therefore, it is imperative that research
evaluates the effectiveness of current social activities
in providing opportunities for communication, devel-
opment of friendships, social integration and personal
control for people with lifelong disability, including
cerebral palsy. It is possible that greater access to the
general community rather than to specialised dis-
ability services will engender improved social
interaction, a greater sense of personal control and
result in lower levels of perceived loneliness [27].
The experience of loneliness for participants
who use AAC
Although there was no significant difference between
the two groups, the results of the present study
indicated a slight trend that older adults with cerebral
palsy who use natural speech to communicate
perceived a higher level of loneliness than those
participants who use AAC. This difference between
the two participant groups may be a result of the
process of using AAC that often requires close
collaboration with the communication partner in
order to convey a message [26]. Loneliness is
associated with a lack of personal contact with others
[1]. The co-construction of messages means that the
person who uses AAC has, by the very nature of the
interaction, close contact with communication part-
ners and therefore may feel less lonely. The older
adults inGroup2 felt they had someone they could talk
to all or some of the time whereas Group 1 indicated
that they sometimes or rarely had someone to talk to.
The participants who use AAC to communicate
with one exception, experienced a high level of
dependence due to the severity of their physical
disability and therefore required someone to assist
them for much of their day. This means that for these
particular older adults with cerebral palsy, little time
is spent alone during the day. Consequently, if they
spend a large amount of time with assistant, older
adults who use AAC to communicate may perceive
themselves as being less lonely than those older
adults who require less assistance.
Limitations of the study
Despite the reliability of the tool, the results must be
interpreted with caution. The lack of statistical
significance between the levels of loneliness recorded
by each of the two participant groups of older adults
with cerebral palsy may have resulted from the test
being underpowered due to the small sample of
participants.
Limitations of the University of California Los Angeles
Loneliness Scale (Version 3)
The University of California Los Angeles Loneliness
Scale (Version 3) [30] is a quantitative measure of
loneliness. However many participants expressed
difficulties estimating their of levels loneliness using
the four-point scale. Consequently, it can be argued
that there is a need for a wider scale that includes
intermittent quantifiers such as ‘often’ and ‘occa-
sionally’. The UCLA Loneliness Scale (Version 3)
[30] does not seek qualitative information about
participants’ experiences of their own loneliness that
might help service providers and policy makers
develop suitable intervention, support or policies
that might help ensure a good quality of life for these
senior members of the community. Many partici-
pants in the present study wished to discuss their
own experiences of loneliness, thus an assessment
that sought both quantitative and qualitative infor-
mation on loneliness would be helpful in assessing
levels and causes of loneliness. In addition, many
participants expressed difficulties responding to the
scale items when considering more than one
environment in their lives. Specifically participants
considered their home, attendance of a community
access centre, or employment environment as
distinct and separate and elected to respond to the
scales items by selecting one environment only.
Thus, participants may experience varying levels of
loneliness dependent on the environment they
consider when responding to the scale. This limita-
tion of the scale’s use in measuring loneliness has not
been reported in previous research (e.g., [32]),
however it may have implications for determining
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an older adult’s level of loneliness and the subse-
quent intervention and support provided.
Directions for future research
The results of the present study indicate that
loneliness should be considered as an important
issue for older people with cerebral palsy and
warrants further research. In particular, qualitative
research to identify issues that cause or mitigate
against feelings of loneliness and the impact these
have on health and well being for adults with cerebral
palsy, including those who use AAC, is warranted.
Such research will provide information to policy
makers and service providers to help ensure that
older adults with cerebral palsy are supported to
maintain a good quality of life as they age. The
University of California Los Angeles Loneliness
Scale (Version 3) [30]) is a reliable tool for use with
older people with cerebral palsy. Consequently
future research could incorporate this scale in the
evaluation of interventions aimed at decreasing
loneliness for older people with cerebral palsy.
Conclusions
Russell et al. ([42], p. 472), noted that ‘social
relationships are the core of human life’, however
too few relationships and/or a perceived dissatisfac-
tion with social relationships may result in an
individual feeling subjectively lonely. People with
cerebral palsy, along with others with a lifelong
disability, experience problems with social interac-
tion and integration within the community. Our
results indicated that although there was no sig-
nificant difference between the levels of loneliness
experienced by older people with cerebral palsy who
use natural speech and those who uses AAC, overall
the participants experienced greater levels of lone-
liness than their nondisabled peers. A number of
factors, including loss of independence, changes in
health and accommodation, and ability to access
transport may contribute to this. It can be argued
that policy makers, service providers and the general
community have a responsibility to ensure that older
people with cerebral palsy are given the support they
need to maintain friendship and social interaction.
This will facilitate a good quality of life and
successful ageing.
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